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employed the lumbar approach they would find it easier, with a higher success rate, and the benefits would be available to more mothers. Moir (1971) states that the risk of inadvertent dural puncture is about the same whichever route is used. To give lumbar epidural analgesia the obstetrician must receive instruction from a colleague experienced in the method, and also he must be able to intubate the patient in the event of accidental respiratory paralysisan extremely rare event. The patient should lie on a hard, deliveryroom type of bed for the injection. We have used a Tuohy needle introduced into the L34 interspace, using the loss of resistance technique with 0.5 % bupivacaine, without adrenaline, in an all-glass syringe. Insertion of an epidural catheter is always carried out, and a bacterial filter attached. After the injection is effective and the blood pressure and foetal heart rate checked the patient can be returned to the first stage part of the unit. Subsequent top-up injections may be given by the midwives, provided they have received instruction in the method. A test dose must always precede the full dose, the total usually being 6-8 ml.
In 116 injections given by obstetricians learning the method a 92 % success rate was obtained, which compares favourably with a rate of 86% found by Meehan (1972) in a much larger series of caudal injections given by obstetricians at Oxford. The advantage of obstetricians giving the injections is their ready availability in the unit to give the treatment with the minimum of delay when required. This is an account of the analgesia I received for the births of my three children. I am myself an aneesthetist.
Analgesia for the births of the first two children was provided by a pethidine, nitrous oxide and oxygen sequence. Epidural analgesia was used for the birth of the third child. Maternal satisfaction was complete in all three, regardless of the analgesia used.
The inhalation method requires considerable patient co-operation and for a long time. This carries with it some element of challenge, but it is exhausting and uncomfortable.
Epidural delivery requires a skilled anesthetist and careful timing of the injection. The painless labour is very welcome and recovery is incomparably easier. Repair for episiotomy, if this has been done, can be completed without further discomfort. There is no lack of maternal satisfaction, and the mother feels fresh and years younger. This is the method I would wish for myself, and for my daughter to have in the future. Dr Jennifer Viggers (Richmond, Surrey) I had given epidurals as an anaesthetist; when my own baby was due I was uncertain whether or not to request one.
Labour was induced by artificial rupture of the membranes and oxytocin drip following premedication. The cannula was inserted when labour was induced. When the cervix was 4 fingers dilated, the forewaters were ruptured and I experienced labour pain for the first time. It was far worse than anything I had imagined and I regretted my previous lack of sympathy for patients. After the fourth contraction 8 ml bupivacaine (Marcain) was introduced into the epidural cannula. Relief from pain was rapid and complete. I had complete analgesia below the T9 level.
The baby was occipitoposterior; three hours after insertion of bupivacaine, Kielland's forceps were applied, and the baby delivered. Four hours later I walked around the ward to look for a nurse to give papavaretum to relieve the episiotomy pain. I was fully conscious throughout and able to co-operate during delivery. I had no sense of guilt or lack of fulfilment. I feel that an epidural should not be regarded as a routine measure for normal delivery, but should be available from experienced staff. Nevertheless, with the approach of my next confinement, my views are changing in favour of an elective epidural.
DISCUSSION
Dr G C Steel (Royal Free Hospital and Queen Charlotte's Maternity Hospital, London) said that whilst the catheter was generally removed immediately after a normal delivery, it could advantageously be left in situ for up to forty-eight hours if the application of a high or mid forceps had necessitated an episiotomy of any magnitude. The consequent pain and aedema could be most rapidly and effectively ameliorated by the injection of 4-5 ml bupivacaine 0.25% 3 or 4 times daily, with the patient sitting upright. Within 36-48 hours the problem had been completely solved more precisely and rationally than by the use of opiates. A close watch should be kept upon bladder function.
Mr T M Coltart (Guy's Hospital, London) wanted to know the medico-legal position of an obstetrician giving an epidural himself when there were trained anesthetists within the hospital. He asked whether, when complications arose, the obstetrician would be considered liable.
The President (Dr A H Galley, King's College Hospital, London) felt that, since obstetricians could in any case give local analgesia, they were medico-legally covered.
Dr R A Green (Royal Free Hospital, London) thought the speakers had established convincingly the value of epidural analgesia in obstetrics. It remained for the rest to campaign for the establishment of consultant sessions in obstetric anisthesia.
Mr Kenneth Cooper stated that the Central Midwives Board had agreed that midwives could 'top up' epidural anwesthetics subject to certain conditions and provided they had received instruction in the method. They were legally covered to do this. Dr A P Rubin (Charing Cross Hospital, London) said that a total spinal was one of the most feared and dangerous complications of obstetric epidurals. This hazard could be reduced, and money saved, if the use of bacterial filters was abandoned. They prevented satisfactory aspiration prior to injection, added considerable resistance and frequently leaked. Infection could be prevented simply by using Tuohy-Borst adaptors with caps, and a sterile technique during re-injection. Dr J M B Burn considered the introduction of bacterial filters to be one ofthe most important factors in making prolonged epidural analgesia a practical proposition. Puncture of the dura by epidural catheters at the time of 'top up' must be excessively rare and the hazard of a total spinal could be avoided by the use of a test dose injection.
Dr A G Doughty said that although speakers had rightly referred to the possibility of complications following epidural analgesia, the complications of not providing an epidural service should not be ignored. The memory of a particularly painful experience in labour might result in voluntary 'one child' infertility or at least in undue apprehension of subsequent childbirth. Efforts to alleviate severe pain with large doses of narcotics might cause serious neonatal depression. CQsa-rean section might even be performed for what would otherwise be remediable maternal distress. Mothers might be needlessly exposed to the hazards of general anmsthesia for a difficult vaginal delivery. These were all considerations which should be balanced against the preoccupation with complications, the majority of which should be avoidable by proper attention to the details of technique and to the care of the patient.
The following paper was also read: McAuliff, Luduena & Brown 1967 , Lands, Luduena & Buzzo 1967 have proposed a subdivision of ,B-adrenoceptors into two groups designated P, and P2. Stimulation of heart muscle is mediated by PI-receptors and relaxation of bronchial, arterial and uterine muscle by P2receptors. Skeletal muscle also contains P2receptors. The Lands classification has gained more general acceptance since the discovery of salbutamol and other highly selective ,2-stimulants (Brittain et al. 1970 ). This paper describes some pharmacological properties of the recently synthesized ,B-stimulants.
The starting point for the recent P-stimulants was isoprenaline. This substance is a potent stimulant of all P-adrenoceptors and has little effect on a-adrenoceptors. For many years isoprenaline dominated the sympathomimetic treatment of asthma. Its prime advantage is its speed of action: after inhalation intense bronchodilatation occurs within seconds. However, isoprenaline has serious disadvantages because its action is brief and nonselective and the drug is inactive by mouth. Many attempts have been made to im-
